The environment in which Appalachian women live plays a significant role in how obesity is experienced and understood by these women.
ly for Appalachian women. Life expectancy for these women has steadily declined in recent years, with obesity and obesity-related illnesses cited as major contributors (Ezzati, Friedman, Kulkarni, & Murray, 2008) . Vries (2007) concluded that obesity is the result of poor behavioral choices or decisions; however, it has also been found to be associated with socioeconomic status and the environment (Jia & Lubetkin, 2010) . Social determinants of health such as low income, low educational attainment, and lack of community resources are correlated with high obesity rates (Benedict et al., 2007; Drewnowski et al., 2007; World Health Organization, 2008) . Furthermore, Life Course Theory (Elder, 1998) suggests that a lifetime of accumulated stressful events results in poor health outcomes, including obesity (Dupre, 2008; Harrison, Umberson, Li-Chen, & Hsui-Rong, 2010) . Resources and time events also influence obesity (Harrison et al., 2010) . In particular, lack of education has been associated with an increased incidence of chronic diseases linked to obesity (Dupre, 2008) .
Defining the Concept of Obesity
According to the Centers for Disease Control and Prevention (CDC), obesity is a chronic condition associated with an excessive amount of body fat. The CDC defines a person as obese if his/her body mass index (BMI) (kg/m2) is greater than 30 (CDC, 2010) . For women, a body fat percentage of 25-30% is considered overweight and over 30% is considered obese. However, ideas about how obesity is defined have evolved over time. Historically, the term obesity was used narrowly to refer to unhealthy behaviors related to physical inactivity and consuming a poor diet (Vries, 2007) . Today, healthcare providers generally define obesity using an objective measurement, such as Body Mass Index (BMI), but the definition of obesity often depends on how body fat is perceived and measured by individuals and providers.
Defining the Appalachian Region
The population in the Appalachian region consists people who are White (88%), African American (8%), Hispanics (2%), and other (2%) ( Denham, Meyer, Toborg, & Mande, 2004; Pollard, 2004) . The region includes 420 counties that follow the spine of the Appalachian Mountains and spread across parts of 12 states and all of West Virginia (Appalachian Region Commission 2010a). The region is largely rural and is characterized by high poverty rates, low educational attainment, and an aging population (Barker et al, 2010) . Forty-two percent of people in the Appalachian region live in rural areas, compared to 20% of people in the US as a whole (Appalachian Region Commission, 2010a) . The average poverty rate in Appalachia is 15.4% compared to 13.5% for the US (Appalachian Region Commission, 2010b) . According to the Appalachian Region Commission (2009), in 2000 76.8% of people living in the Appalachian region had completed high school compared to a national rate of 80.4%. Most people in this region are employed in blue-collar jobs, unemployment is high, at a rate of 9.8% (Appalachian Region Commission, 2010b) , and many families are dependent on public assistance or Supplemental Social Security Income (SSI) for disability. Appalachia is the USA's most economically depressed and medically underserved area, with 82 of its 420 counties considered economically distressed (Bagi, Reeder & Calhoun, 2002; Barker et al., 2010) .
Adult women living in rural regions like Appalachia, experience many health disparities, including high rates of chronic illnesses and poor access to health care (Amonkar & Madhavan, 2002; Appalachian Region Commission, 2004; Pearson et al., 2010; Vona-Davis et al., 2008) . The prevalence of obesity among white women in the Appalachian region is estimated at 6.9% to 25%; among black women it is estimated at 11.3% to 47.1% (Appalachian Region Commission, 2004) . Five Appalachian states (Alabama, Mississippi, South Carolina, Tennessee, and West Virginia) have obesity rates equal to or greater than 30% (CDC, 2009) . Many biological and socio-cultural factors play a role in the development of obesity among women, including weight gain associated with pregnancy, menopause, estrogen, metabolism, a sedentary lifestyle, and low socio-economic status (Pearson et al., 2010; Ramsey & Glenn, 2002) . The health consequences of obesity include coronary heart disease, type 2 diabetes, certain types of cancer (including breast, cervical, and colon), respiratory problems, hypertension, and stroke, all of which contribute to higher rates of disparities in mortality for Appalachian women (Ezzati et al., 2008) . One study conducted with six different Appalachian communities in Ohio and West Virginia found that obese individuals had a 2.5 times higher likelihood of developing cardiovascular disease than a non-obese group (Blake, Shankar, Madhavan, & Ducatman, 2010) . In a survey of 1576 adult Appalachians, 73% were overweight, 65% lacked regular physical activity, and 75% were hypertensive; however, they reported being healthy (Griffith, Lovett, Pyle, & Miller, 2011) . The social determinants of health including high rates of poverty, low educational attainment, and cultural norms also contribute to the high rate of obesity found in this population of women (O'Brien & Talbot, 2011) . Risk of obesity has been found to increase with decreased income and increased in age among Appalachians (Amarasinghe, D'Souza, Brown, Oh, & Borisova, 2009 ). In addition, obese Appalachian residents living in distressed counties with high poverty and high unemployment rates are diagnosed with diabetes at a much earlier early age (Barker et al., 2011; Pancoska et al., 2009) . Health disparities in Appalachia appear to be uniquely associated with culture, economic, and geographical characteristics (Hutson, Dorgan, Phillips, & Behringer,2007) . Thus, the Appalachian region is defined as a disproportionate percentage of obese residents with related chronic disease with a great need for intervention to decrease the rate of obesity.
Aim
This study paper explores the obesity among women living in the Appalachian region of the US using a dimensional analysis approach (Rodgers & Knafl, 2000) . Understanding the concept of obesity has international implications for tailoring interventions to decrease obesity for individuals, as well as communities. Specifically an in-depth understanding of the concept of obesity can influence individual, community, organizational, and policy change in rural communities with limited resources throughout the world.
Methods

Data Sources
To examine obesity from the perspective of women living in the Appalachian region, a comprehensive literature search was conducted for the years 2000 to 2013 using seven electronic databases: CINAHL, ERIC, PscyINFO, Pub Med, MEDLINE, Cochrane Library, and Academic Search Premier. Key words used for the literature search were: Obesity, Women, and Appalachian. The following criteria were used for inclusion in the review: (a) adult population (19+ years old); (b) randomized controlled trial, observational study, concept analysis, epidemiological study, qualitative study, or secondary analysis of data from the Appalachian region; (c) written in English; and (d) findings reported separately for women. Studies of children (under age 19), studies that pertained solely to men, and case studies were excluded from this review (See Figure 1) .
Search Results
With all three search terms (Obesity, Women, and Appalachian), the following hits were obtained: Academic Search Premier (n = 8), CI-NAHL (n = 4,) Cochrane Library (n = 0), ERIC (n = 0), MEDLINE (n = 12), PsycINFO (n = 7,) and Pub Med (n = 117). Despite the abundance of published research on obesity, only a few studies have addressed obesity in Appalachian women. www.ojccnh.org
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Findings Conditions
Appalachian culture places a strong emphasis on family, religion, pride, and individualism (Slusher, Withrow-Fletcher, & Hauser-Whitaker, 2010) . Appalachian women are hardworking and are raised to maintain the strength of the family (Coyne, Demian-Popescu, & Friend, 2006) . They women have strong traditional leadership roles in their family and communities (Schoenberg, Hatcher , & Dignan 2008) . However, these women also experience many health disparities that put them at risk for developing chronic diseases related to obesity. Appalachian women have been found to have higher rates of obesity and chronic disease compared to their non-Appalachian counterparts (Amonkar & Madhavan, 2002; Pearson et al., After searches were combined from the seven databases, a total of 148 articles were obtained. A hand search was completed by searching Google and the grey literature, which retrieved seven more publications that met the inclusion criteria. When duplicates were eliminated, 153 articles remained. The abstracts for other 153 articles were reviewed to assess whether the studies were eligible for inclusion. In total, 14 publications met the inclusion requirements for the review (See Figure 1) .
Data Analysis
A dimensional analysis approach (Rodgers & Knafl, 2000) was used to explore the socially constructed concept of obesity among Appalachian women and the personal and environmental factors that contribute to obesity in Appalachian women. The dimensional analysis included the following steps: (a) identify conditions, (b) identify the dimensions and sub dimensions of obesity related to Appalachian women, (c), identify the perspectives of women living in Appalachia in regard to obesity, (d) 2010; Schoenberg et al., 2008; Serrano, Leiferman, & Dauber, 2007; Webber & Quintiliani, 2011; Vona-Davis et al., 2008) . It is also well documented that Appalachian women have less education, household income, and access to healthcare than women living outside the Appalachian region (Coyne et al., 2006; Ramsey & Glenn, 2002; Serrano et al., 2007; Tessaro, Rye, Parker, Mangone, & McCrone, 2007) . In addition, Appalachian women report eating fewer fruits and vegetables than other types of food, they do not participate in physical activity on a regular basis, and they have less access to preventive screenings to detect diseases (Ely, Miller, & Dignan, 2011; Pearson et al., 2010; Schoenberg et al., 2008; Zizzi et al., 2006) . Appalachian women have been found to have low levels of medical and dietary knowledge, and often do not discuss their health concerns outside of the family (Coyne et al., 2006; Tessaro et al., 2007) . These women have a lack of trust for "foreign" physicians who lack knowledge of the Appalachian culture (Coyne et al., 2006) .
Dimensions of Obesity
Economic and social conditions which influence the health outcomes are found throughout the literature on Appalachian women. Three dimensions of obesity (poverty, access to care, and educational attainment) and four sub dimensions of obesity (diet, physical inactivity, health status, and trust) have been identified based on the concepts reported in the 14 manuscripts summarized in Table 1 .
Dimension: Poverty
Women living in the Appalachian region earn less income and have poorer health outcomes than women in the US as a whole (Amonkar & Madhavan, 2002; Pearson et al., 2010; Schoenberg et al., 2008; Serrano et al., 2007; Webber & Quintiliani, 2011; Vona-Davis et al., 2008) . Several studies have found that Appalachian women earn an average annual income of less than $20,000 (Ramsey & Glenn, 2002; Rye, Rye, Tessaro, & Coffindaffer, 2009; Schoenberg, Hatcher, & Dignan, 2008; Schoenberg, Hopenhayn, Christian, Knight, & Rubio, 2005; Tessaro et al., 2007) . Women in rural Appalachia have also been found to have higher BMIs and come from more socio economically challenged backgrounds than women in other parts of the US (Ramsey & Glenn, 2002; Zizzi et al., 2006) . Inability to pay for fresh produce and inability to pay for fitness facilities are often reported as challenges in preventing obesity (Schoenberg et al., 2008; Tessaro et al., 2007) . Thus, this major socio-economic variable is a driving force in obesity among Appalachian women (Ramsey & Glenn, 2002; Schoenberg et al., 2008; Tessaro et al., 2007) .
Sub Dimensions Diet Choices
Diet or food choices have been described by Appalachian women as beliefs handed down over generations (Schoenberg et al., 2008; Tessaro et al., 2007) . Two studies found that Appalachian women reported eating fewer fruits and vegetables and consuming more foods high in saturated fats than their non-Appalachian counterparts (Schoenberg et al., 2008; Tessaro et al., 2007) . Many women expressed a need for fresh produce; however, fresh produce was often unavailable (Schoenberg et al., 2008; Tessaro et al., 2007) . They had access only to fast food chains and convenience stores with limited choices of fresh vegetables and low calorie foods (Schoenberg et al., 2008) . One study quoted a woman as saying, "The diet of people around here is deplorable, it's like they think they can eat all of this garbage without hurting them" (Schoenberg et al., 2008, p. 79 ).
Physical Inactivity
A major barrier to performing physical activity for obese Appalachians is a lack of will power and support (Rye et al., 2009; Zizzi et al., 2006) . One study indicated that lack of time, current eating habits, and poor physical conditions pre-vented women from performing regular physical activity (Webber & Quintiliani, 2011) . Many Appalachian women have reported living on hilly, narrow roads with a lack of sidewalks and street lights, which, in turn, prevented them from participating in activities like walking or jogging (Rye et al., 2009; Zizzi et al., 2006) . Two studies found that over 50% of Appalachian women did not participate in any regular aerobic exercise (walking, jogging, or swimming) (Pearson et al, 2010; Serrano et al., 2007) . Another study indicated that only 48% of participants regularly performed any physical activity (Zizzi et al., 2006) . The most common types of physical activity reported were light work around the house and brisk walking (Zizzi et al., 2006) . The social norm for entertainment does not include physical activity, but rather television. Private transportation, through motorized vehicles, is highly relied upon and preferred by Appalachian women (Schoenberg et al., 2008) .
Dimension: Access to Care
Access to care is another dimension of obesity in these women. The Appalachian region has a limited number of healthcare providers and healthcare organizations (Coyne et al., 2006; Pearson et al., 2010; Serrano et al., 2007) . Rural Appalachians are more likely than many other Americans to be uninsured and to lack the ability to pay for healthcare (Amonkar & Madhavan, 2002; Coyne et al., 2006; Serrano et al., 2007) . Women have reported that they often had to drive long distances to see a healthcare provider (Coyne et al., 2006) . Primary prevention methods, such as screening, are also limited in this region due to the lack of healthcare providers (Amonkar & Madhavan, 2002; Pearson et al., 2010; Schoenberg et al., 2005; VonaDavis et al., 2008) . As a result, women often develop chronic diseases and have worse health outcomes than women living in other parts of the US (Amonkar & Madhavan, 2002; Ramsey & Glenn, 2002; Schoenberg et al., 2008) .
Sub Dimensions Health Status
Appalachian women perceive obesity to be one of their greatest health threats (Schoenberg et al., 2008) . The women view obesity as the cause for other illnesses, such as cardiovascular disease, cancer, and diabetes (Rye et al., 2009; Vona-Davis et al., 2008 ). Yet these women living in the Appalachian region receive little help in preventing obesity. The women often report poorer lifestyle behaviors than their urban counterparts (Amonkar & Madhavan, 2002) , and they express the concern about poor diets and lack of physical activity (Schoenberg et al., 2008) . Obese Appalachian women have also been found not to participate in health screening for mammograms, pap smears, and colonoscopies. This lack of participation was due to fear of negative reactions from their healthcare providers concerning their weight, and the result is high rates of cancer with poor prognoses for these obese women (Pearson et al., 2010; Serrano et al., 2007; Vona-Davis et al., 2008) . However, perceptions of self-rated health and indicators of obesity have been found not to match actual weights and health status indicator in this population. Even though Appalachian women have been found to have high rates of obesity and chronic disease, over 60% report their health status as good, very good, or excellent (Ely et al., 2011) .
Trust
Family cohesion is important in Appalachian families; they often distrust outsiders and prefer to rely on family for advice (Coyne et al., 2006) . In addition, as noted above obese Appalachian women are often reluctant to have preventive screenings for breast, cervical, and colon cancer due to a fear of disapproval about their weight status (Schoenberg et al., 2005) . Because of lack of resources, women report that merely living in the Appalachian region puts them at high risk for becoming overweight (Ramsey & Glenn, 2002) . www.ojccnh.org
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Educational Attainment
Obesity in Appalachian women has also been linked to low educational levels, and women living in this region have been shown to have less education than women in other parts of the US (Coyne et al., 2006; Ramsey & Glenn, 2002; Slusher et al., 2010) . Appalachian women have reported a lack of medical knowledge and the need for more education pertaining to self-care health activities for preventing chronic disease (Coyne et al., 2006; Slusher et al., 2010) . Women also reported low levels of knowledge about food selection and preparation, which limited their ability to prepare low calorie/low fat foods (Schoenberg et al., 2008; Tessaro et al., 2007) .
Consequences
Due to cultural influences on diet, limited physical activity, and lack of medical care, Appalachian women have higher rates of obesity (Ramsey & Glenn, 2002) . In a study of Appalachian women conducted by Zizzi et al. (2006) , when BMI increased, the rate of physical activity decreased. Obese women were found to accept disease and poor health as part of life, and were found to have less self-efficacy and less will power to eat a healthy diet and participate in physical activity (Coyne et al., 2006) . In addition, obese Appalachian women were less likely to participate in care for the prevention or of chronic diseases (Amonkar & Madhavan, 2002; Pearson et al., 2010; 2008; Serrano et al., 2007; Webber & Quintiliani, 2011; Vona-Davis et al., 2008) .
Appalachian Women's Perspectives on Obesity
The majority of women in the studies reviewed was older, married, less educated, poor, lacked health insurance, and reported more chronic diseases. These women often mentioned that there were a great many of sick people in the region because of poor diet, lack of physical activity, obesity, and obesity-related illnesses (Coyne et al., 2006; Ely et al., 2011; Pearson et al., 2010) . However, there was a mismatch found between Appalachian women's weight status and their self-reported health status. Even though these women were obese and many were diagnosed with chronic diseases, they reported that they were in good health. One factor in the mismatch between health and weight status is cultural perceptions being larger or heavier is viewed as the norm by Appalachian women (Ely et al., 2011 ). Yet, the greatest health threats for communities, according to Appalachian women, are heart disease and cancer due to poor diets and obesity (Schoenberg et al., 2008) . The women have been found to be more likely to make a change if they are diagnosed with a chronic disease (Serrano et al., 2007) . These women also believe they could make changes if they had more money and psychological support (Rye et al., 2009 ). According to Webber and Quintiliani (2011) , perceived motivations for losing weight for Appalachian women include having improved health, better appearance, and feeling better. These women reported having a desire for more health education on diet, exercise, and preventive screenings (Slusher et al., 2010; Tessaro et al., 2007) .
Assumptions
An implicit assumption is that clients trust their health providers. However, this analysis indicated that obese Appalachian women often do not trust their health providers because of fear about their self-image due to being overweight (Coyne et al., 2006) . Women fear disapproval from healthcare providers for being overweight or obese because of their personal choices for a poor diet and lack of physical activity, resulting in poor health status. Another implicit assumption is that healthcare providers inform obese clients that they are at risk for developing chronic diseases like diabetes and heart disease. However, Serrano et al., (2007) found that overweight women in Appalachia were not told by their healthcare providers they were at risk for developing diabetes, though 63.1% of the participants in the study had three or more risk factors for developing diabetes (Amonkar & Madhavan, 2002; Serrano et al, 2007) . Also, physicians did not provide preventive obesity interventions during primary care visits. This is an alarming finding because given Appalachians' limited access to care and limited income; this may be the only interaction between an Appalachian woman and a healthcare provider. The explicit finding for the most common way to assess obesity by healthcare providers is obtaining BMIs; however, it is not clear whether participants in these studies knew the meaning of BMI in relation to weight status. This question is highlighted by the reported mismatch between obesity and self-reported health status among these women.
The Context of Obesity
The rural communities where Appalachian women live seem to reinforce obesity due to limited incomes, lack of places to participate in regular physical activity, and unavailability of low-calorie foods. For example, women in the studies reviewed often were unable to purchase fresh produce, but were able to afford cheaper items that were higher in calories. In addition, they were unable to afford a fitness membership or purchase personal exercise equipment (Ramsey & Glenn, 2002; Rye et al., 2009 ). The limited number of healthcare providers in the region, the limited number of health screenings, and limited ability to pay for healthcare services lead to limited healthcare access for these women (Ramsey & Glenn, 2002; Schoenberg et al., 2008) . These combined elements put Appalachian women at high risk for obesity and onset or progression of obesity-related health conditions.
Discussion
This dimensional analysis found multiple personal, cultural, and environmental factors influencing obesity among Appalachian women. In a review by Wewers and colleagues (2006) , Appalachians were found to engage in risky lifestyle behaviors, that included smoking, limited physical activity, and poor diet, often resulting in obesity. Yet, there is a misperception of health status and obesity among Appalachian women. The women in the studies reviewed had high BMIs and still rated their overall health status as "good." They often expressed interest in weight loss only after they were diagnosed with a chronic disease. One resource they believed could help them lose weight was social support. A study conducted by Anderson-Bill and colleagues (2011) that used social groups for allowing participants to set their own goals, self-monitor their dietary intake, and physical activity found that participants had higher levels of self-efficacy to make behavioral health changes for diet and exercise.
Appalachian women need education about food selection, label reading, meal preparation, and portion control, and they need access to low cost fresh produce. Lastly, physicians, nurses, and other healthcare providers need cultural diversity training in the Appalachian culture to assist Appalachian women with appropriate goal setting for behavioral change. A study by Denham et al. (2004) found that when healthcare providers used personal contact, politely framed messages, and provided facts on health issues, women were more likely to change their health behaviors and disseminate the information to their entire family.
One limitation of this analysis is that not all the studies analyzed data separately for men and women on BMI, income, and education. However, the majority of the participants in all the studies were older women. Another weakness is that there is limited literature pertaining solely to obesity in Appalachian women. Finally, multiple studies used telephone surveys to collect data (Ely et al., 2011; Ramsey & Glenn, 2002; Webber & Quintiliani, 2011) , and many Appalachian residents may not own or have access to a telephone. Despite these limitations, the information is generalizable to the Appalachian population because the studies were conducted in a variety of Appalachian settings and states. Further findings from these studies are consistent with other data showing that Appalachian women are older, have lower incomes and less education, are obese, and are diagnosed with multiple chronic diseases more often than other US women.
Implications for Practice
The findings of this analysis are that Appalachian women need education about normal body weight, frequency of physical activity, and dietary requirements for older Appalachian women. Screening practices need to be implemented with younger Appalachian women so that screening is the norm when they are older. In addition, social support and motivational counseling are needed to increase self-efficacy for dietary change and increase physical activity. Support groups could be implemented in existing community programs. Counseling is also needed on more free ways to be physically active for women living in Appalachian communities; for example, walking as opposed to driving and using the stairs more frequently. Another suggestion for practice is to address women's weight issues at venues with less stigmatization; than healthcare offices, for example, church events or beauty salons.
Provider interactions are also important to consider. Extending office hours or providing transportation may increase interactions. Nurses are in an ideal position to promote health and self-care practices in Appalachian women. In addition, nurses can use the findings from evidenced-based studies to plan and implement self-care interventions that are sensitive to the Appalachian culture. For example, the Get With It (GWI) program (Levin, Alliman, Edwards, & Pfortmiller, 2010) 
utilized the Eat Better Move
More model (Wellman, Kamp, Kirk-Sanchez, & Johnson, 2007) to reduce obesity and improve physical activity for rural East Tennessee women. A gender-focused approach to address disparities in heart disease, stroke, diabetes, and obesity, GWI is a planned community-based intervention that removes barriers to physical activity and facilitates physical activity by creating an accessible, low-to no-cost, culturally acceptable intervention to reach low-income rural women who have little access to regular physical activity. Free exercise classes and nutritional education are provided to women referred by health care providers and self-referred. GWI has been successful in decreasing rates of obesity, blood pressure, and waist circumference.
Eat Better and Move More ( Wellman, Weddle, Sanchez, & Rosenzweig, 2004) incorporates being physically active, eating a nutritious diet, obtaining preventive screenings, and making healthful choices in an easily accessible, user-friendly format tailored to community-dwelling older adults. The EBMM program design calls for 12 weekly sessions, with walking sessions geared to the needs and abilities of participants. Each weekly session includes an objective, preparation list, and content to be covered. The program uses step counters to encourage older adults to take more steps each day. Content covers general information about eating better and moving more for better health. Nutrition mini-talks emphasize the benefits of eating more fruits and vegetables, the relationship of dairy foods with bone health, the importance of dietary fiber, and sensible portion sizes for older adults who are underweight or overweight. In the Eat Better and Move More program there are physical activity mini-talks on stretching, movement, walking in all weather, and healthy weight. The EBMM program includes specific directions for preparation of educational sessions and the content of these. Each session is comprised of an objective, preparation and start up instructions, mini-talk script, activities to "eat better" and "move more", and tips and tasks for participants. Thus EBMM is a free program, with internet accessible materials, that could be provided by a number of community resources, including senior centers, churches, or outpatient clinics. Physicians, nurses, and other healthcare providers also need to be trained about the diverse needs of Appalachian women related to cultural preferences for food, family, and healthcare decisions (See Table 2 ).
Implications for Research
Future research should explore ways to change economic, social, and cultural factors that decrease obesity among Appalachian women. Prevention is needed at the community level to decrease obesity. A suggestion for future research is to use the community as a partner approach for assisting with a personal behavioral change for Appalachian women. According to Israel and colleagues, 2001 using the community as a partner for research builds trust among participants and links the cultural differences that may exist between community partners and researchers.
Interventions developed for Appalachian communities and individuals should use an ecological approach to explore how the rural environment influences personal behavioral change. Scott and Wilson ( 2011) used an ecological approach with a group of African Americans in the southern part of the US to explore how the rural context contributed to their social determinants of health for making behavioral changes to improve personal health. This study identified barriers at five ecological levels (individual, relational, environmental, structural, and super-structural) for preventing participants to make personal behavioral changes.
Ecological interventions for Appalachian women need to be aimed at overcoming barriers for personal behavioral change and directed toward increasing a women's willpower to increase physical activity and improve dietary choices. While being culturally sensitive and considering the economic and educational needs of Appalachia. Another suggestion for future research is to identify factors that are predictors of self-care practices for preventing obesity in Appalachian women.
Appalachian women also need more access to healthcare to prevent obesity and obesity related diseases. Given their limited access to care, the use of technology to deliver healthcare services may be one solution. According to Webber and Quintiliani (2011) , 73% of Appalachian respondents had Internet access at home. Nursing researchers will need to explore the availability of technology in the Appalachian region and ways in which technology interventions can increase access to care and social support for weight loss.
Community efforts need to focus on policy changes to provide more recreational areas and more access to healthy foods for individuals. Perhaps researchers should consider testing the use of community gardens to increase access for fresh produce. A study conducted with participants in the state of Michigan using community gardens to increase access for fresh produce found that people were 3.5 times more likely to consume fruits and vegetables at least 5 times daily (Alaimo, Packnett, Miles & Kruger, 2008) .
Nurses and other health care providers need to explore Appalachian women's perspectives on obesity and take a broad economic and social contextual view of the problem. This analysis of the literature has demonstrated the importance of future research in exploring the concept of obesity in women for living in rural environments. The dimensions of poverty, access to care, educational attainment, diet, physical inactivity, and health status need to be considered by healthcare providers, researchers, and policy makers when developing interventions for obese women living with limited resources. Interventions need to be developed that consider culture issues related to diet choices.
5. Physical Activity Lack will power to participant in physical activity
Social support and motivational counseling to increase self-efficacy for dietary change and increasing physical activity.
Research needs to be conducted using a method where the community is a partner for increasing will power for physical activity using an ecological approach 
